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P 31 #12, affi hi
An individual resident may self-administer drugs if Reslc.lent > a ected by(‘; S
the interdisciplinary team, as defined by deficient practice, received
§483.20(d)(2)(ii), has determined that this education and the completion of

practice is safe. the Self Administration form
assessment by the RN, for self

This REQUIREMENT is not met as evidenced admifistration of hand held

by: nebulizer treatments on

Based on medical record review, observation, | 04/19/2011. Resident # 12 was
and interview, the facility failed to assure one ’ successful in meeting the
resident (#12) was assessed prior to self established criteria and approved

administration of a medication of twenty-four

residents reviewed. for self administration of hand

held nebulizer treatments after

The findings included: the nurse inserts the medication

Hosidor i3 dmited to the facilty into the delivery device. Date

esiden was admitted to the facility on , e 11

October 7, 2010, with diagnoses including CLCHRpIGHON; VIR0 Ve aon

Congestive Heart Failure and Asthma. |
' The licensed staff member

Medical record review of a Physician's Order {  identified as involved in the
| dated April 19, 2011, revealed, "...add deficient practice was educated
Albuterol...q(every) 4 (four) hours...continue by the Director of Nursing on the

alberterol routine..." . . .
importance of compliance with

Observation of resident #12 in the resident's room facility policies and procedures,
on April 19, 2011, at 9:25 a.m., revealed a with the Medication Self
nebulizer mask placed around the resident's Administration policy and
mouth in the on position and no facility staff in the

procedure stressed at this time.

room., .

Interview with Registered Nurse (RN) #1 at the

first floor nurse's desk on April 19, 2011, at 9:40 100% of the licensed nursing

i a.m,, revealed RN #1 placed the nebulizer mask, staff will be educated on the

i turned the nebulizer machine to the on position, : ; : :
placed the Albuterol inside the plastic cylinder, }mp(?rtanc? C{f comé)hance dWIﬂl

and attached the nebulizer mask and left the acility policies and procedures,

|
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homas, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continuad
program participation.
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An individual resident may self-administer drugs if

the interdisciplinary team, as defined by with emphasis on the Medication

| §483.20(d)(2)(ii), has determined that this Self Administration process by

practice is safe. the Director of Nursing.
Attendance of education session

This REQUIREMENT is not met as evidenced will be verified by participants
by: i signature on the “sign-in” sheet. ko
Based on medical record review, observation, Date of Completion: 05/31/2011 /3 Vo)
and interview, the facility failed to assure one ’
resident (#12) was assessed prior to self 100% of Residents that have

administration of a medication of twenty-four

residents reviewed, orders for hand held hand held

nebulizer treatments will have

The findings included: education and assessment of
. | - ability for self administration.
Resident #12 was admitted to the facility on o THESEIE AdbiH e Brm

October 7, 2010, with diagnoses including

Congestive Heart Failure and Asthma. will be completed by the nurse

for each applicable Resident with

Medical record review of a Physician's Order documented criteria based results
dated April 19, 2011, revealed, "...add . for approval or disapproval for
Albuterol...q(every) 4 (four) hours...continue self-administration of HHN. The
alberterol routine..." . : Gomat g
Assistant Director of Nursing is

| Observation of resident #12 in the resident's room responsible for oversight of this
on April 19, 2011, at 9:25 a.m., revealed a process. Date of Completion: _
nebulizer mask placed around the resident's 05/31/2011 4, 7
mouth in the on position and no facility staff in the Ren
room. We will complete a 100% review

| Interview with Registered Nurse (RN) #1 at the of HHN orders for Resident

| first floor nurse's desk on April 19, 2011, at 9:40 education, assessment and the
a.m., revealed RN #1 placed the nebulizer mask, completion of the Self

1 turned the nebulizer machine to the on position, Administration form. The

placed the Albuterol inside the plastic cylinder,

and attached the nebulizer mask and left the number of residents” having the

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are d|sc{o§able 90 days
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F 176 | 483.10(n) RESIDENT SELF-ADMINISTER F176

An individual resident may self-administer drugs if 5% .
the interdisciplinary team, as defined by completed Self Administration
§483.20(d)(2)(ii), has determined that this form and proper documentation
practice is safe. of meeting or not meeting the
established criteria divided by the

This REQUIREMENT is not met as evidenced total number of residents’ with

by: orders for HHN will yield the
Based on medical record review, observation, compliance rate with the policy
and interview, the facility failed to assure one and procedure for Self

resident (#12) was assessed prior to self Administration. of Medicatioii.

administration of a medication of twenty-four

residents reviewed. Expected compliance is 100%.

The compliance data will be

The findings included: ' collected and aggregated
, monthly by the Assistant
Resident #12 was admitted to the facility on . Directo); o?Nursing Resultsof

October 7, 2010, with diagnoses including
Congestive Heart Failure and Asthma.

audit will be reported to the
Administrator, Director of

Medical record review of a Physician's Order Nursing and Medical Director
dated April 19, 2011, revealed, "...add _ through the Quality Management
Af[tl: urtteroli..q(?y ery) 4 (four) hours...continue Committee monthly for 3 months
alberterol routine..." S ; :

! or until 100% compliance is
Observation of resident #12 in the resident's room achieyed and sustained.
on April 19, 2011, at 9:25 a.m., revealed a Responsible persons; Director
nebulizer mask placed around the resident's and Assistant Director of
mouth in the on position and no facility staff in the | i Nursing. Date of Completion:
room. ) '

. . . 05/31/2011. 5‘/3,/‘-2“}

Interview with Registered Nurse (RN) #1 at the
first floor nurse's desk on April 19, 2011, at 9:40

{ a.m., revealed RN #1 placed the nebulizer mask,
turned the nebulizer machine to the on position,
placed the Albuterol inside the plastic cylinder,
and attached the nebulizer mask and left the
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F 176 | Continued From page 1 F176
room.
Interview with the facility Minimum Data Set
(MDS) coordinator at the first floor nurse's desk,
on April 19, 2011, at 9:45 a.m., confirmed the
resident had not been assessed for self
administration of medications prior to self
administration
' F252
F 252 | 483.15(h)(1) F 252 ; ) ;
$8=D | SAFE/CLEAN/COMFORTABLE/HOMELIKE o e el s
ENVIRONMENT housekeeping aware of the
deficient practice involving
The facility must provide a safe, clean, _ Resident # 4’s room with a foul
comfortable and homelike environment, allowing odor, the mattress was checked
the resident to use his or her personal belongings . £th
to the extent possible. and g very small opening of the
cover was identified. The
_ mattress was immediately
ghls REQUIREMENT is not met as evidenced replaced and the foul odor was
Y. e
Based on observation and interview the facility ]{?)hmma}téd. letion:
failed to provide an environment free of AleoF L ompletion;
objectionable odors for one resident (#4) of 04/19/2011. iy 20it
twenty-four sampled residents.
o 100% of resident mattresses will
The findings included: be inspected for any cracks or
Observation of resident #4's room during initial gpemigs:n the matiress SOYEE oY
tour on April 18, 2011, at 10:20 a.m., revealed no direct care staff when changing
resident in the room at that time and a strong bed linen. Any openings of
urine odor was noted. mattress cover are to be reported
: . to the Director or Assistant
Observation on April 19, 2011, at 9:00 a.m., . . - :
revealed resident #4 lying in bed and the room Diregtor of Nursing immediately
continued to have a strong urine odor. for replacement. Responsible
person: Director or Assistant
Obse;vztic;n on ﬂépril 19, 201 11. at 10:45 ria,m., Director of Nursing. Date of
reveaied the resident was no longer in the room letion: 04/22/2011
but a foul odor remained. l Lomp ' ?/‘”‘J/@”"
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F 176 | Continued From page 1 F176
room.

residenthad not been assessed for self
admnitfistration of medications prior to self
administration.

F 252 | 483.15(h)(1) F 252 3 ,
$8=D | SAFE/CLEAN/COMFORTABLE/HOMELIKE 252 Cont’d. ,
ENVIRONMENT i 100% of direct care staff will be
| educated by the Director of
The facility must provide a safe, clean, ) Nursing on the importance of
comfortable and homelike environment, allowing | proper inspection of mattresses

the resident to use his or her personal belongings

to the extent possible. when performing linen changes

to identify and immediately
‘ report any openings of the
This REQUIREMENT is not met as evidenced mattress cover to the shift

by: -

Based on observation and interview the facility Supervisor so mattress can be
failed to provide an environment free of replaced. ; 5,
objectionable odors for one resident (#4) of Date of Completion: 05/31/2011 /;C'f/a-,a 5

twenty-four sampled residents.

g Housekeeping Supervisor to
PR Gl T perfarm random monitor of

Observation of resident #4's room during initial residents’ mattresses weekly to

tour on April 18, 2011, at 10:20 a.m., revealed no ensure cleanliness and intact
resident in the room at that time and a strong cover. The Supervisor will log
urine oder was noted. her findings and provide data to

the Director of Nursing weekly

Ob: i Apri : .m, y :
servation on April 19, 2011, at 9:00 a.m., for aggregation and trending, # of

revealed resident #4 lying in bed and the room

continued to have a strong urine odor. mattresses checked that are clean
and odor free with intact cover /

Observation on Aprll 19‘ 201 1, at 10:45 a.m., total # Of mattresses monitored =

revealed the resident was no longer in the room rate of compliance. The results of

but a foul odor remained.
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|
F 252 i
Continued From page 2 F 252 F252 Cont’d.
! Interview with the RN (Registered Nurse) " ) ;
{ Supervisor on April 19, 2011, at 10:50 a.m., this monitor will be reported
confirmed the foul odor and immediately monthly to Administrator and
contacted housekeeping. Medical Director through the
Interview with the Housekeeper on April 19, 2011, Quality Management C'?morgzt/tee
at 11:00 a.m., confirmed the odor was coming for three months or until 100%
from the resident's mattress and proceeded to compliance achieved and .
wash the mattress. sustained. Expected compliance
" is 100%. Responsible person:
Observation on April 19, 2011, at 3:00 p.m., is 109% Np e P
revealed the room no longer had an objectionable Director of Nursi s LY/
odor after the mattress was cleaned. Date of Completion: 05/31/20 3lf20 11
F 315 483.25(d) NO CATHETER, PREVENT UTI, F315] F315
$8=D | RESTORE BLADDER The MDS Coordinator completed
Based on the resident's comprehensive a Bowell ar.:d'Blad’der as§es§1nent
assessment, the facility must ensure that a and an individualized toileting
resident who enters the facility without an program was established for
indwef!ing catheter is not catheterized unless the Resident #13 identified in this
b oo bl i s defie|ent practios '
who is incontinent of bladder receives appropriate Date of Completion: 04/29/2011 Va9 acu
treatment and services to prevent urinary tract . .
infections and to restore as much normal bladder 100% of the Residents will be
function as possible. assessed for having a completed
Bowel and Bladder assessment
This REQUIREMENT is not met as evidenced form completed and an
by: individualized toileting plan
Based on medical record review and interview the implemented as applicable.
facility failedt to godmplpite a bc_)v:js;l %ndlplagder Responsible person: MDS
assessment and develop an individualize :
toileting plan for one resident (#13) of twenty-four Coordmza.tor‘. Dateor 5/
S Completion: 05/31/2011 312001
The findings included:
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F 252 | Continued From page 2 F 252
| F315 Cont’d.
interview with the RN (Registered Nurse)
Supervisor on April 19, 201 1,at10:50 am,, 100% of the licensed staff will be
confirmed the foul odor and immediately educated on the importance of
contacted housekeeping. ; : :
complying with the policy and
Interview with the Housekeeper on April 19, 2011, procedure of Bowel and Bladder
at 11:00 a.m.,, confirmed the odor was coming assessment and the development
from the resident's mattress and proceeded to of individual toileting plans if
wash the mattress. : 9 iran
applicable. 100% of the direct
Observation on April 19, 2011, at 3:00 p.m., care staff will be educated on the
revealed the room no longer had an objectionable importance of complying with
odor after the mattress was cleaned. individualized toileting plans and
F 315 4838.25(d] NO CATHETER, PREVENT UT!, F315)  proper documentation. Staff
$8=D | RESTORE BLADDER attendance will be verified by
Based on the resident's comprehensive participants signatureson
assessment, the facility must ensure that a Attendance sheet. Education will
resident who enters the facility without an be completed by the Director of
indwelling catheter is not catheterized unless the Nursing, Date of Completion:
resident's clinical condition demonstrates that 05/31/2011 5/5, e
catheterization was necessary; and a resident ' AR
who is incontinent of bladder receives appropriate Ao ; ;
treatment and services to prevent urinary tract Monitoring compliance with be
| infections and to restore as much normal bladder determined by aggregating data
function as possible. collected by the MDS
Coordinator. # of completed
This REQUIREMENT is not met as evidenced bowel and bladder assessments /
by: # of resident charts reviewed =
Based on medical record review and interview the compliance rate. Expected rate
facility failed to complete a bowel and bladder of compliance is 100%. # of
assessment and develop an individualized ; : ‘o
toileting plan for one resident (#13) of twenty-four dO(Eumen} E.:d ‘"‘."f“p“?“"z W].llh e
residents reviewed. residents mdlwdua} ize to, eting
plan / total # of residents with
The findings included: individualized toileting plans =
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Resident #13 was admitted to the facility on F315 Cont’d.
March 17, 2011, with diagnoses including
(F;ne;{moncia an{;ﬂ_ C?nges?e Heart ??A'Ufﬁ»_ ‘ compliance rate. Expected rate
ontinued medical record review of the Minimum : : )
Data Set (MDS) dated March 17, 2011, revealed of cgmpliance is Loogj. Dty y
no limitations on making self understood, no will be aggregated and reporte
limitations on understanding others and was monthly for three months to the
occasionally incontinent of bowel and urine. Administrator and Medical
irfaryi Foediost Fredieniin b Director by the Director of
nterview and medical record review with the : . :
facility MDS Ceordinator, in the facility dining Nursing through the.Quah%
room, on April 19, 2011, at 2:01 p.m., confirmed Management Committee. Date
the resident had not been assessed for a bowel of Completion: 05/31/2011 5/
and bladder program, and an individualized 3 ’/«20;’;
toileting program had not been developed.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 F441
=p | SPREAD, LINENS ;
el ' Immediately after the nurse
The facility must establish and maintain an became aware of the deficient
Infection Control Program designed to provide a practice involving Resident #2
safe, sanitary and comfortable environment and the improperly stored suction
o hgeip prevent }he dgzvelopment and fransmission equipment was removed and
of disease and infection. . : :
disposed of. New suction
(a) Infection Control Program equipment was placed in the
The facility must establish an Infection Control residents’ room in the proper
Zr)olgramtpm:er Whlc? ttl - ; T storage container by the nurse.
nvestigates, controls, and prevents infections : e
in the facillty Date of Completion: 04/19/2011 Ya S5
(2) Decides what procedures, such as isolation, ; ; .
should be applied to an individual resident; and 100% of residents with orders for
(3) Maintains a record of incidents and corrective suctioning were reviewed for
(b) Preventing Spread of Infection se? Id con;'%ner .by tlﬁlf\ ss}istant
(1) When the Infection Control Program Director of Nursing. All others
determines that a resident needs isolation to were properly stored. Date of |
prevent the spread of infection, the facility must Completion: 04/19/2011. f‘f,{ ) 2c i
isolate the resident.
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(2) The facility must prohibit employees with a F441 Cont’d.
communicable disease or infected skin lesions
from direct contact with residents or their food, if 100% of the licensed staff will be
direct contact will transmit the disease. . : :
(3) The facility must require staff to wash their re-educated on the 1mp0r'tancc of
hands after each direct resident contact for which proper storage of suctioning
hand washing is indicated by accepted equipment by the Director of
professional practice. Nursing. Attendance for
; education will be verified by
(c) Linens ikinants’ < pnat th
Personnel must handle, store, process and Partpipanis Signature on. -
transport linens so as to prevent the spread of Attendan.ce sheet. Date of &
infection. Completion: 05/31/2011 /3 Ll
Compliance rate will be
This REQUIREMENT is not met as evidenced deteymined by # of suction
by: catheters properly stored in
Based on observation and interview the facility closed container/
failed to maintain sanitary conditions for a suction total # of residents with suction
catheter for one resident (#2) of twenty-four equipment & orders = rate of
residents reviewed. :
compliance. Expected
The findings included: compliance is expected to be
100%. Daily walk through
Resident #2 was readmitted to the facility on rounds by the Charge Nurses will
January 31, 2011, with diagnoses including Joint i :
Contractures, Alzheimer's Disease, and Ee uscd;o g;ather _the compl_xiz]ince
Hypothyroidism. ata.. The charge Nurses'wa
provide the data to the Director
Medical record review of the Minimum Data Set of Nursing who will aggregate it
dated March 1, 2011, revealed the resident was and report compliance rate to
depgndent fo_r_atl activities of daily living and Administrator and Medical
received nutrition through a percutaneous Di b for this
endoscopic endoscopic gastrostomy (PEG) tube. trector monthly tor three
months through the Quality
Observation during the initial during on April 18, Management Committee. Date
2011, in the resident's room revealed the resident of Completion: 05/31/2011 33
had a suction machine with clear liquid in the "/310"
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| confirmed the suction catheter was to be in a

Continued From page 5

container, sitting on a bedside night stand.
Continued observation revealed the suction
tubing had the suction catheter attached to the
tubing placed under the suction machine without
any type protection of the suction catheter.

Observation on April 19, 2011, at 8:30 a.m., 12:40
p.m., and 1:20 p.m., in the resident's room
revealed the suction container continued to have
the clear liquid in the container and the suction
catheter was placed under the suction machine
without any type of protection of the suction
catheter,

Interview on April 18, 2011, at 1:20 p.m., with RN
#1 (registered nurse), in the resident's room,
confirmed the suction catheter was to be ina
plastic bag for protection and confirmed the
suction container had not been emptied.

Interview with the Assistant Director of Nursing on
April 20, 2011, at 2:55 a.m., in the hallway,

clesed bag for protection.

F 441.
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